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Abstract 
 
Objectives: Recent studies report nonunion rates of up to fifteen percent for nonoperative treatment of 
displaced, comminuted, or shortened midshaft clavicle fractures.  Additionally, authors suggest operative 
treatment of these comminuted displaced midshaft clavicle fractures leads to a more satisfactory clinical 
outcome.  Biomechanically, clavicle fracture plate fixation has been analyzed for locking versus non-locking 
screw use, but little evidence on hybrid screw use exists.  We hypothesized that fixation of a comminuted 
midshaft clavicle fracture model with a pre-contoured hybrid screw-plate construct would increase stiffness 
and load-to-failure compared to a non-locking screw construct.   
Methods: Fourteen matched pairs of fresh frozen cadaveric clavicles were randomized into two groups: 
hybrid screw fixation (n=7 pairs) and non-locking screw fixation (n=7 pairs). One clavicle from each pair was 
randomly selected to receive a 1cm midshaft gap osteotomy and plate fixation, while the remaining clavicle 
was tested as the intact control. The clavicles were tested through four-point bending to determine stiffness 
and load-to-failure.   
Results:  The hybrid construct was seventeen percent more stiff compared to the non-locked construct, 
although this did not reach statistical significance (p=0.09). The non-locked construct was significantly less 
stiff than the intact clavicle, whereas there was no significant difference in stiffness between the hybrid 
construct and the intact clavicle.  Load-to-failure was not significantly different between the hybrid and non-
locked constructs. 
Conclusion: There was a trend towards higher stiffness of the hybrid construct compared to the non-locked 
construct. A similar study with more statistical power is needed to fully elicit the true differences in stiffness 
and load-to-failure between the two constructs.    
Level of Evidence: Basic Science Study – Biomechanical Level I 
 
Keywords: Clavicle Fracture; Midshaft; Hybrid; Plate Fixation; Non-locking; Open Reduction Internal Fixation  
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1. Introduction 
 
The middle portion of the clavicle is the most common location for fracture, accounting for 69% to 
82% of all clavicle fractures (Neer 1960, Eskola et al. 1986, Postachini et al. 2002, Lazarides and 
Zafiropoulos 2006, Canadian Orthopaedic Trauma Society 2007, Partal et al. 2010). Historically, 
conservative treatment was reported to achieve union in up to 97% of these fractures, regardless of 
displacement (Eskola et al. 1986, Nordqvist and Petersson 1994, Robinson et al. 2004). However, 
recent studies indicate that nonunion occurs in approximately 15% of displaced midshaft clavicle 
fractures. Additionally, patients who heal radiographically after conservative treatment may have 
residual sequelae including shortening, weakness, pain, asymmetry and neurologic symptoms 
(Robinson et al. 2004, Nowak et al. 2005, Collinge et al. 2006, Lazarides and Zafiropoulos 2006, Hill 
et al. 2007, Jeray 2007, Celestre et al. 2008, Anderson et al. 2011).  
 
Several systematic reviews and a large multicenter randomized controlled trial have all 
demonstrated improved fracture union and patient satisfaction when treating displaced midshaft 
clavicle fractures operatively as opposed to nonoperatively (Canadian Orthopaedic Trauma Society 
2007, Zlowodzki et al. 2005, Virtanen et al. 2012). Plate fixation is one of the most common 
methods of internal fixation for clavicle fractures, and optimal plate location and use of locking 
screws continue to be investigated.  While several studies have shown anteroinferior placement of 
midclavicular plates to be clinically reliable (Kloen et al. 2002, Zlowodzki et al. 2005, Collinge et al. 
2006), superior plate placement appears biomechanically superior with regards to cantilever 
bending (Iannotti et al. 2002, Celestre et al. 2008, Robertson et al. 2009). Additionally, Celestre et al 
(2008) found that fully locked constructs in the clavicle can withstand greater forces in load-to-
failure and bending failure stiffness than non-locked plating. Hence, for comminuted fractures, 
superiorly placed plates with locking screws should be considered, but little data exists on hybrid 
plate fixation. 
 
By using both locking and non-locking screws in a hybrid configuration, it may be possible to 
increase the stiffness of the construct compared to non-locking screws alone.  The hypothesis of 
this investigation was that pre-contoured superior plate fixation of a comminuted midshaft clavicle 
fracture model using a hybrid screw configuration would have increased load-to-failure and 
increased stiffness compared to a completely non-locked construct. 
 
2. Materials and Methods 
 
2.1 Specimen Procurement 
Fourteen pairs of fresh clavicles were obtained from adult human cadavers (seven male and seven 
female).  The clavicles were stripped of any residual tissue, radiographed, and inspected grossly to 
confirm there were no inherent defects of the harvested bones.  After DEXA scanning, the clavicles 
were stored in a -20 degree Celsius freezer until thawed for testing.   Thawing was done in room 
temperature saline for 24 hours to prevent exposure to air and dessication (Gardner et al. 2012).   
The mechanical testing of all specimens was completed within 50 hours of thawing (Cartner et al. 
2011). 
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2.2 Specimen Preparation 
The fourteen matched pairs of clavicles were randomly assigned to one of two groups, either the 
hybrid plating group or the non-locked plating group.  In each group, one specimen from each 
clavicle pair was randomized to an experimental subgroup to receive osteotomy and plating by coin 
flip, and the remaining clavicle was left intact.  Testing of the intact clavicles was performed so that 
each plated clavicle had an intact contralateral matched clavicle to which mechanical strength could 
be compared. 
 
For both experimental subgroups, a 1cm gap osteotomy was made at the midpoint of the clavicle 
and then secured using a clamp in preparation for fixation.  The specimens in both groups were 
fixed using a superiorly placed pre-contoured eight-hole titanium plate (Acumed, Hillsboro, OR, 
USA) using standard fixation technique.  In the hybrid plating group, the two holes closest to the 
fracture were filled with 3.5mm bicortical locking screws, and the two most medial and two most 
lateral holes were filled with bicortical 3.5mm non-locking screws.  In the standard plating group, 
bicortical non-locking cortical screws were placed in six holes, filling three holes on either side of 
the fracture.  Proper plate placement and screw length were confirmed by visual inspection.  New 
plates and screws were used for each clavicle.   
 
2.3 Biomechanical Testing 
After fracture fixation, clavicles were placed on a four-point bending jig mounted on an EnduraTEC 
(Minnetonka, MN) servopneumatic biomechanical testing apparatus. Figure 1 demonstrates an 
intact clavicle placed in the biomechanical 4-point bending apparatus.  Due to the constraints of our 
machine, the plated clavicles were placed with the superior side down, facing the widest two points 
of the four-point bending apparatus. The narrower, superior two contact points of the bending 
apparatus were placed at 1.5cm from either side of the gap osteotomy on the anatomical inferior 
aspect of the clavicle (Figure 2A and 2B). This apparatus was based on the International 
Organization Standards for testing bone plate strength and stiffness (ISO 9585 1990) and simulates 
having the weight of the arm act on the lateral side of the clavicle.    
 
Fig. 1. Intact clavicle placed in four point bending apparatus. 
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Once loaded onto the machine, in vivo postoperative stresses were simulated by cyclic testing from 
20N to 150N through 5000 cycles at 2Hz. It has been reported in previous literature that the weight 
of a 250-pound person’s arm holding a 5 pound object creates a downward force on the distal 
clavicle of 75N (Taylor et al. 2011). To achieve this state with our apparatus, a force of 150 Newtons 
was applied in four-point bending, thus creating 75 Newtons at the proximal and distal contact 
points of the bending jig (Figure 2A).  Stiffness of the construct was considered to be the slope of 
the load-displacement curve between 20N and 150N, as the load was applied to the clavicle.  
WinTest software v2.56 was utilized for testing control and data acquisition.   
 
    
Fig. 2. Schematic of clavicle in 4 point bending apparatus (A) and representative plated clavicle 
placed into the 4-point bending apparatus (B). 
 
At the completion of the cyclic loading, load-to-failure was performed by using a ramp test 
conducted in 0.25mm/sec increments until failure occurred in each clavicle. Load-to-failure was 
defined as the plate bending to irreversible deformation, the bone fracturing, the screws stripping 
from the bone, or the plate breaking.  Additionally, the type of failure was recorded and reported for 
each group.  Types of failure included bending of the plate, fracture of the medial shaft, fracture of 
the lateral shaft, fracture through the lateral-most screw, and fracture of both the medial and lateral 
shaft.  Figure 2B demonstrates a plated clavicle that fractured through the lateral-most screw. 
 
2.4 Statistical Analysis 
Continuous variables were reported as means and standard deviations. Categorical variables were 
reported as counts and percents. The independent samples t-test was used to compare groups on 
characteristics measured on a continuous scale (i.e. age, BMD, length of clavicle, load-to-failure, and 
stiffness). The chi-square test or Fisher’s exact test was used to compare groups on characteristics 
measured on a categorical scale (i.e. sex and laterality). Inferences were made at the 0.05 level of 
significance. 
 
3. Results 
 
Pre-intervention comparisons of the plated clavicles randomized to hybrid or non-locked fixation 
constructs showed no significant differences in age, bone mineral density, or length of the clavicles.  
The mean age of the cadaveric clavicle specimens were 75.6 ± 12.9 years and 75.1 ± 16.4 years in 
the hybrid and non-locking groups, respectively (p = 0.96).  Bone mineral density in the hybrid 
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group was 0.342 ± 0.140 and in the non-locking group 0.378 ± 0.148 (p = 0.65).  The length of the 
clavicles were 15.1 ± 1.3 cm  and 16.0 ± 1.5 cm in the hybrid and non-locking groups, respectively 
(p = 0.29) (Table 1).   
 
Table 1 shows the load-to-failure and stiffness comparisons between the hybrid and the non-
locking test groups.  There was no significant difference between the two groups with respect to 
load-to-failure, but stiffness of the construct in the hybrid group trended towards significance  
(p = 0.09) when compared to the non-locked group.    
 
Table 1 Comparison of hybrid versus non-locking midshaft clavicle fixation constructs  
 
 Hybrid (n=7) Non-Locked (n=7) P-Value 
Age (years) 75.6 ± 12.9 75.1 ± 16.4 0.96 
Bone Mineral Density 0.342 ± 0.140 0.378 ± 0.148 0.65 
Length (cm) 15.1 ± 1.3 16.0 ± 1.5 0.29 
Load to Failure (N) 734.6 ± 275.4 654.9 ± 365.6 0.65 
Stiffness (N/mm) 249.1 ± 90.8 163.2 ± 81.0 0.09 
 
When comparing the hybrid constructs to the contralateral intact clavicles, there was no significant 
difference for load-to-failure or stiffness (Table 2).  Load-to-failure of the non-locked construct was 
not significantly different than that of the intact clavicle.  However, the non-locked construct 
showed significantly less stiffness when compared to its contralateral intact clavicle [p=0.017] 
(Table 3).  Representative load-displacement curves for the intact clavicle and hybrid and non-
locking constructs can be seen in Figure 3.  Also, there were no significant differences when 
comparing all plated clavicles (n=14) to all intact clavicles (n=14) (data not included). 
 
Table 2 Comparison of the hybrid plate construct versus the contralateral matched intact clavicles 
 
 Hybrid (n=7) Intact Control (n=7) P-Value 
Load to Failure (N) 734.6 ± 275.4 915.1 ± 343.5 0.30 
Stiffness (N/mm) 249.1 ± 90.8 357.3 ± 145.9 0.12 
 
Table 3 Comparison of the non-locked plate construct versus the contralateral matched intact 
clavicles 
 
 Non-Locked (n=7) Intact Control (n=7) P Value 
Load to Failure (N) 654.9 ± 365.6 790.8 ± 296.6 0.46 
Stiffness (N/mm) 163.2 ± 81.0 301.5 ± 103.7 0.017 
 
During load to failure testing, the intact and plated clavicles failed in different modes.  Of the 
fourteen intact clavicles, failure occurred by fracture through the proximal third (n=2), the middle 
third (n=6), or the lateral third (n=6).   The seven clavicles plated with the hybrid construct failed 
by plate bending (n=1), fracture through the lateral-most screw (n=4), and fracture through the 
medial-most screw (n=3).   The seven clavicles that were fixed with the non-locked superior plate 
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failed by plate bending (n=3) and fracture through the lateral-most screw (n=4).  There were no 
failures through the medial-most screw in the non-locked plated clavicles.   
 
 
 
Fig. 3.  Representative load-displacement curves for the intact clavicle (A), hybrid construct (B) and 
non-locking construct (C).  The stiffness for each specimen is labeled within the graph. 
 
Intact Clavicle Load-Displacement Curve
Stiffness = 298
0
20
40
60
80
100
120
140
0 0.1 0.2 0.3 0.4 0.5 0.6 0.7
Displacement (mm)
L
o
a
d
 (
N
)
Hybrid Load-Displacement Curve
Stiffness = 248
0
20
40
60
80
100
120
140
0 0.1 0.2 0.3 0.4 0.5 0.6 0.7
Displacement (mm)
L
o
a
d
 (
N
)
Non-Locking Load-Displacement Curve
Stiffness = 169
0
20
40
60
80
100
120
140
0 0.1 0.2 0.3 0.4 0.5 0.6 0.7
Displacement (mm)
L
o
a
d
 (
N
)
A 
B 
C 
Joseph Cox, J Christopher Gayton, Matthew Noyes, Gregory Gould, Ronald Markert, Eric Verwiebe,  
Michael Prayson / Journal of Contemporary Orthopaedic Research (2014)  Vol. 1 No. 1 pp. 14-25 
 
20 
4. Discussion 
 
Nonunion occurs in approximately 15% of displaced midshaft clavicle fractures (Zlowodzki et al. 
2005). Malunion is seen in up to 31% of these fractures treated nonoperatively, resulting in 
shortening, weakness, pain, asymmetry, and neurologic symptoms (Robinson 2004, Nowak et al. 
2005, Collinge et al. 2006, Jeray 2007, Celestre et al. 2008, Hillen et al. 2010). Due to the high rate of 
negative sequelae, recent studies suggest operative treatment for midshaft clavicle fractures when 
there is shortening of >2cm, significant displacement, significant comminution, an open fracture, 
tenting of the skin, vascular compromise, or a high energy mechanism (Neer 1960, Bostman et al. 
1997, Nordqvist et al. 1998, Lazarides and Zafiropoulos 2006, Hill  et al.  2007).  
  
A systematic review by Zlowodzki et al (2005) of 2144 midshaft clavicle fractures found operative 
treatment of displaced midshaft clavicle fractures to have a relative risk reduction for nonunion of 
86%.  Their review indicated that plate fixation of displaced midshaft clavicle fractures resulted in 
nonunion in only 10 of 460 patients (2.2%), compared to 24 of 159 patients (15.1%) treated 
nonoperatively.  In addition, a review by Taylor et al (2011) found six randomized controlled trials 
and seven other clinical studies of clavicle fractures since 1966.  These authors concluded that there 
is moderate evidence favoring operative treatment for displaced midshaft clavicle fractures.  
 
The Canadian Orthopaedic Trauma Society (2007) conducted a multicenter, randomized controlled 
trial where 132 patients with displaced clavicle fractures were randomized to either operative 
treatment with superior clavicle plating or nonoperative treatment in a sling. They found that the 
operative group was significantly less likely to have nonunion (3.2% vs 14.3%, p = 0.042). This 
study also reported a statistically and clinically significant difference in Constant and DASH scores 
supporting operative treatment over non-operative management of displaced midshaft clavicle 
fractures. 
 
Finally, a multicenter, randomized controlled study is currently underway comparing operative 
versus nonoperative treatment for displaced midshaft clavicle fractures that will provide additional 
evidence as to whether plate fixation of these fractures is superior to nonoperative treatment 
(Stegeman et al. 2011). However, even with the knowledge gained from the previously mentioned 
studies, the ideal fixation construct for surgical treatment of displaced, comminuted midshaft 
clavicle fractures has yet to be determined. 
 
This investigation used a precontoured midshaft clavicle plate (Acumed, Hillsboro, OR, USA) for 
several reasons.  First, this implant is commonly used for the fixation of midshaft clavicle fractures.  
Second, it is low profile and in our experience is well tolerated in vivo.  Third, operative time with a 
pre-contoured plate is generally shorter, a factor that will decrease operative cost and risk to the 
patient (Goswami et al. 2008). Finally, this implant affords the choice of locking or non-locking 
screws in each hole.  The use of locking technology to create stiffer constructs is often preferred in 
both osteopenic bone and comminuted fractures (Celestre et al. 2008).  By using a hybrid construct 
that has both locking and non-locking screws, a surgeon should theoretically be able to modulate 
the rigidity of the fracture fixation by choosing an increasing or decreasing number of locking 
screws.   
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The position of the locking screws was also chosen for a specific reason.  Prior studies have shown 
that a locked screw placed between the fracture site and an unlocked screw has a protective effect 
on the non-locked screw, significantly increasing the amount of torque required to remove the non-
locked screw when compared to a similar construct with a non-locked screw placed on either side 
of the fracture site (Freeman et al. 2010, Dalstrom et al. 2012). 
 
Our results did not demonstrate a significant difference between the hybrid and non-locking groups 
with regards to stiffness or load-to-failure when comparing non-locking and hybrid fixation of 
comminuted midshaft clavicle fractures using a superiorly placed pre-contoured plate.  
Interestingly, however, the hybrid construct’s greater stiffness compared to the non-locking 
construct did trend towards significance, and our data showed that non-locked constructs, but not 
hybrid constructs, displayed significantly less stiffness than the intact clavicles.  By comparing the 
stiffness and load-to-failure of the constructs as percentages of their intact controls, our data 
suggest that the hybrid construct was 16% more stiff compared to the non-locking construct but 
had only a 2.5% difference in load-to-failure. 
 
Celestre et al (2008) created midshaft osteotomies in synthetic clavicles and found that superiorly 
locked plates had a 57% greater bending failure stiffness compared to superior non-locked plates. 
Robertson et al (2009) also created transverse midshaft osteotomies in synthetic clavicles and 
demonstrated that a fully locked construct did not significantly influence the stiffness in torsion or 
bending compared to a non-locked construct.  They did find that the locked plate was significantly 
stiffer in axial compression than the non-locked plate.  In a similar study with synthetic clavicles, 
Taylor et al (2011) created a one centimeter midshaft clavicle gap osteotomy and found no 
difference between a superiorly placed locked versus non-locked construct. 
 
The differences in these studies may be due to factors such as fracture type and use of synthetic 
clavicles.  In the studies by Celestre et al (2008) and Robertson et al (2009), only a simple 
osteotomy was performed.  This type of fracture model allows cortical apposition after fracture 
fixation, which consequently increases the resistive force to bending (Khan et al. 2008).   Since many 
displaced midshaft clavicle fractures are comminuted, the biomechanical testing of plating 
constructs for the midshaft clavicle is more appropriate with a gap osteotomy rather than a simple 
osteotomy.   
 
Unlike earlier studies by Celestre et al (2008), Robertson et al (2009), and Taylor et al (2011), we 
used cadaveric clavicles. While some would consider the use of cadaveric specimens a limitation, 
we believe that the use of fresh frozen cadaver specimens provides a more realistic scenario for 
creating a comminuted midshaft clavicle model.  Cadaveric specimens have structural, mechanical, 
and morphologic properties that closely mimic in vivo clavicles (Gardner et al. 2012). We 
acknowledge that there are variations in age, cortical thickness, bone mineral density, and 
trabecular structure that impact the biomechanical properties being investigated, but we attempted 
to control for these differences by using matched cadaver pairs.  While synthetic clavicles have little 
variability among specimens, there is scant evidence to support that their mechanical behavior is 
similar to that of real bone (Gardner et al. 2012). 
 
Our study had several limitations.  First, we performed only cantilever bending while the in vivo 
clavicle experiences torsion, axial loading, and cantilever bending (Partal et al. 2010). With that 
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said, one of the main forces acting on the in vivo clavicle and a superiorly-placed plate is cantilever 
bending (Harrington et al. 1993). Thus, we tested for what we considered to be the most important 
mode of failure in comparing the hybrid and non-locking constructs.   
 
Second, the type of bending apparatus for producing the downward force on the lateral clavicle 
raises an issue.  To simulate the force of an arm on the lateral clavicle, our apparatus used two 
medial contact points and two opposing lateral contact points to produce the bending moment 
about the plate.  This biomechanical testing protocol was based on the International Organization 
for Standardization’s recommendation for determination of bending strength and stiffness of bone 
plates (ISO 9585 1990), but we do recognize that there is no hinge about the clavicle in vivo such as 
that in our bending apparatus (Smith et al. 1996). There have also been multiple studies using 
similar three- and four-point bending apparatuses (Iannotti et al. 2002, Celestre et al. 2008, 
Goswami et al. 2008, Robertson et al. 2009, Taylor et al. 2011). Previous studies show a higher 
incidence of fracture at the middle third of the clavicle compared to the medial or lateral thirds 
(Rowe 1968, Nordqvist et al. 1994, Robinson 1998, Postacchini et al. 2002, Jeray 2007). In our 
study, the fact that intact clavicles fractured at a similar rate at the middle third and the lateral third 
may be indicative of the shortcomings of the biomechanical testing scenario. Also, the small number 
of medial third fractures (n=1) was not consistent with earlier studies.   
 
Third, our study had low statistical power. Working with restricted resources and knowing that a 
sample size of approximately 255 cadavers was needed in each group to achieve 80% power, we 
chose to conduct an exploratory study.   
 
In summary, there is growing literature to support internal fixation of displaced comminuted 
midshaft clavicle fractures, but controversy still exists over the optimal type of fixation.  Our results 
did not show any significant difference between stiffness or load-to-failure when comparing hybrid 
and non-locked comminuted midshaft clavicle fractures in a cadaver model. Therefore, we conclude 
that there is no clear mechanical advantage to using hybrid clavicle fixation in the treatment of 
comminuted midshaft clavicle fractures. Future biomechanical studies with more power are needed 
to fully elicit the true differences in strength between the two constructs and improve our 
understanding of the optimal fixation for these fractures.  
 
References 
 
Anderson JR, Willis MP, Nelson R, Mighell M, 2011. Precontoured superior locked plating of distal clavicle 
fractures: a new strategy. Clinical Orthopaedics and Related Research 469:3344-3350. 
http://dx.doi.org/10.1007/s11999-011-2009-5 
Berkes M, Garrigues G, Solic J, Solic J, Van Zeeland N, Shourbaji N, Brouwer K, Jupiter J, Ruch D, Obremskey 
WT, 2011. Locking and non-ldocking constructs achieve similar radiographic and clinical outcomes for 
internal fixation of intra-articular distal humerus fractures. Hospital for Special Surgery Journal 7:244-
250. 
 
Bostman O, Manninen M, Pihlajamaki H, 1997. Complications of plate fixation in fresh displaced midclavicular 
fractures. The Journal of Trauma:Injury, Infection, and Critical Care 43(5):778-783. 
http://dx.doi.org/10.1097/00005373-199711000-00008 
 
Canadian Orthopaedic Trauma Society, 2011. Nonoperative treatment compared with plate fixation of 
displaced midshaft clavicular fractures: a multicenter, randomized clinical trial. Journal of Bone and Joint  
Joseph Cox, J Christopher Gayton, Matthew Noyes, Gregory Gould, Ronald Markert, Eric Verwiebe,  
Michael Prayson / Journal of Contemporary Orthopaedic Research (2014)  Vol. 1 No. 1 pp. 14-25 
 
23 
Surgery 89:1-10. 
Cartner JL, Hartsell ZM, Ricci WM, Tornetta P 3rd, 2011. Can we trust ex vivo mechanical testing of fresh-
frozen cadaveric specimens ? The effect of postfreezing delays. Journal of Orthopaedic Trauma 25(8):459-
461. 
http://dx.doi.org/10.1097/BOT.0b013e318225b875 
 
Celestre P, Robertson C, Mahar A, Oka R, Meunier M, Schwartz, 2008. Biomechanical evaluation of clavicle 
fracture plating techniques: does a locking plate provide improved stability? Journal of Orthopaedic 
Trauma 22:241-7. 
http://dx.doi.org/10.1097/BOT.0b013e31816c7bac 
 
Collinge C, Devinney S, Herscovici D, DiPasquale T, Sanders R, 2006. Anterior-inferior plate fixation of middle-
third fractures and nonunions of the clavicle. Journal of Orthopaedic Trauma 20:680-686. 
http://dx.doi.org/10.1097/01.bot.0000249434.57571.29 
 
Dalstrom D, Nelles D, Patel V, Goswami T, Markert R, Prayson M, 2012. The protective effect of locking screw 
placement on nonlocking screw extraction torque in an osteoporotic supracondylar femur fracture 
model. Journal of Orthopaedic Trauma 26(9):523-527. 
http://dx.doi.org/10.1097/BOT.0b013e318238c086 
 
Eskola A, Vainionpaa S, Myllynen P, Patiala H, Rokkanen P, 1986. Outcome of Clavicular Fracture in 89 
patients. Archives of Orthopaedic and Traumatic Surgery 105:337-338. 
http://dx.doi.org/10.1007/BF00449938 
 
Freeman AL, Tornetta P, Schmidt A, Schmidt A, Bechtold J, Ricci W, Fleming M, 2010. How much do locked 
screws add to the fixation of "hybrid" plate constructs in osteoporotic bone? Journal of Orthopaedic 
Trauma 24:163-169. 
http://dx.doi.org/10.1097/BOT.0b013e3181d35c29 
 
Gardner MJ, Silva MJ, Krieg JC, 2012. Biomechanical testing of fracture fixation constructs: variability, validity, 
and clinical applicability. Journal of the American Academy of Orthopaedic Surgeons 20:86-93. 
http://dx.doi.org/10.5435/JAAOS-20-02-086 
 
Goswami T, Markert RJ, Anderson CG, Sundaram SS, Crosby LA, 2008. Biomechanical evaluation of pre-
contoured clavicle plate. Journal of Shoulder and Elbow Surgery 17(5):815-818. 
http://dx.doi.org/10.1016/j.jse.2008.02.017 
 
Harrington MA Jr, Keller TS, Seiler JG III, Weiker DR, Moeljanto E, Schwartz HS, 1993. Geometric properties 
and the predicted mechanical behavior of adult human clavicles. Journal of Biomechanics 26:417-426. 
http://dx.doi.org/10.1016/0021-9290(93)90005-Y 
 
Hill JM, McGuire MH, Crosby LA, 2007. Closed treatment of displaced middle-third fractures of the clavicle 
gives poor results. Journal of Bone and Joint Surgery 79:537-539. 
http://dx.doi.org/10.1302/0301-620X.79B4.7529 
 
Hillen RJ, Burger BJ, Poll RG, de Gast A, Robinson CM, 2010. Malunion after midshaft clavicle fratures in adults. 
Acta Orthopaedica 81(3):273-279. 
http://dx.doi.org/10.3109/17453674.2010.480939 
 
Iannotti MR, Crosby LA, Stafford P, Grayson G, Goulet R, 2002. Effects of plate location and selection on the 
stability of midshaft clavicle osteotomies: a biomechanical study. Journal of Shoulder and Elbow Surgery 
11:457-462. 
http://dx.doi.org/10.1067/mse.2002.125805 
 
(ISO), IOfS. ISO 9585:1990, 1990. Implants for surgery -- determination of bending strength and stiffness of 
bone plates. International Organization for Standardization 1-4.  
Jeray KJ, 2007. Acute midshaft clavicular fractures. Journal of the American Academy of Orthopaedic Surgery 
15:239-248.  
Khan SA, Shamshery P, Gupta V, Trikha V, Varshney MK, Kumar A, 2008. Locking compression plate in long 
standing clavicular nonunions with poor bone stock. Journal of Trauma: Injury, Infection, and Critical  
Joseph Cox, J Christopher Gayton, Matthew Noyes, Gregory Gould, Ronald Markert, Eric Verwiebe,  
Michael Prayson / Journal of Contemporary Orthopaedic Research (2014)  Vol. 1 No. 1 pp. 14-25 
 
24 
Care 64:439-441. 
http://dx.doi.org/10.1097/01.ta.0000238716.97303.b3 
Kloen P, Sorkin AT, Rubel IF, Helfet DL, 2002. Anteroinferior plating of midshaft clavicular nonunions. Journal 
of Orthopaedic Trauma 16:425-430. 
http://dx.doi.org/10.1097/00005131-200207000-00011 
 
Lazarides S, Zafiropoulos G, 2006. Conservative treatment of fractures at the middle third of the clavicle: the 
relevance of shortening and clinical outcome. Journal of Shoulder and Elbow Surgery 15:191-194. 
http://dx.doi.org/10.1016/j.jse.2005.08.007 
 
Neer CS, 1960. Nonunion of the clavicle. Journal of the American Medical Association 172:1006-1011. 
http://dx.doi.org/10.1001/jama.1960.03020100014003  
Nordqvist A, Petersson C, 1994. The incidence of fracture of the clavicle. Clinical Orthopaedics and Related 
Research 300:127-132.  
Nordqvist A, Petersson CJ, Redlund-Johnell I, 1998. Mid-clavicular fracture in adults: end result study after 
conservative treatment. Journal of Orthopaedic Trauma 12:572-576. 
http://dx.doi.org/10.1097/00005131-199811000-00008 
 
Nowak J, Hogersson M, Larsson S, 2005. Sequelae from clavicular fractures are common. Acta Orthopaedica 
76(4):496-502. 
http://dx.doi.org/10.1080/17453670510041475 
 
Partal G, Meyers KN, Sama N, Pagenkopf E, Lewis PB, Goldman A, Wright TM, Helfet DL, 2010. Superior versus 
anteroinferior plating of the clavicle revisited: a mechanical study. Journal of Orthopaedic Trauma 
24:420-425. 
http://dx.doi.org/10.1097/BOT.0b013e3181c3f6d4 
 
Postacchini F, Gumina S, De Santis P, Albo F, 2002. Epidemiology of clavicle fractures. Journal of Shoulder and 
Elbow Surgery 11:452-456. 
http://dx.doi.org/10.1067/mse.2002.126613 
 
Robertson C, Celestre P, Mahar A, Schwartz A, 2009. Reconstruction plates for stabilization of mid-shaft 
clavicle fractures: differences between nonlocked and locked plates in two different positions. Journal of 
Shoulder and Elbow Surgery 18:204-209. 
http://dx.doi.org/10.1016/j.jse.2008.10.002 
 
Robinson CM, Court-Brown CM, McQueen MM, Wakefield AE, 2004. Estimating the risk of nonunion following 
nonoperative treatment of a clavicular fracture. Journal of Bone and Joint Surgery 86:1359-1365.  
Robinson CM, 1998. Fractures of the clavicle in the adult. Journal of Bone and Joint Surgery 80:476-484. 
http://dx.doi.org/10.1302/0301-620X.80B3.8079  
Rowe CR, 1968. An atlas of anatomy and treatment of midclavicular fractures. Clinical Orthopaedics and 
Related Research 58:29-42. 
http://dx.doi.org/10.1097/00003086-196805000-00006 
 
Smith LK, Weiss EL, Lehmkuhl LD, 1996. Brunnstrom's Clinical Kinesiology, 5th ed. FA Davis, 1996. 
 
Stegeman, SA, de Jong M, Sier CFM, Krijnen P, Duijff JW, van Thiel TPH, de Rijcke PAR, Soesman NMR, 
Hagenaars T, Boekhoudt FD, de Vries MR, Roukema GR, Tanka AFK, van den Bremer J, van der Meulen 
HGWM, Bronkhorst MWGA, van Dijkman BA, van Zutphen SWAM, Vos DI, Schep NWL, Eversdijk MG, van 
Olden GDJ, van den Brand JGH, Hillen RJ, Frolke JPM, Schipper IB, 2011. Displaced midshaft fractures of 
the clavicle: non-operative treatment versus plate fixation (Sleutel-TRIAL). A multicentre randomised 
controlled trial. BioMed Central Musculoskeletal Disorders 12:196. 
http://dx.doi.org/10.1186/1471-2474-12-196 
 
Taylor PRP, Day RE, Nicholls RL, Rasmussen J, Yates PJ, Stoffel KK, 2011. The comminuted midshaft clavicle 
fracture: a biomechanical evaluation of plating methods. Clinical Biomechanics 26:491-496. 
http://dx.doi.org/10.1016/j.clinbiomech.2010.12.007 
 
Virtanen KJ, Malmivaara AOV, Remes VM, Paavola, 2012. Operative and nonoperative treatment of clavicle 
 
Joseph Cox, J Christopher Gayton, Matthew Noyes, Gregory Gould, Ronald Markert, Eric Verwiebe,  
Michael Prayson / Journal of Contemporary Orthopaedic Research (2014)  Vol. 1 No. 1 pp. 14-25 
 
25 
fractures in adults – a systematic review of 1190 patients from the literature. Acta Orthopaedica 
83(1):65-73. 
http://dx.doi.org/10.3109/17453674.2011.652884 
Zlowodzki M, Zelle BA, Cole PA, Jeray K, McKee MD, 2005. Treatment of acute midshaft clavicle fractures: 
systematic review of 2144 fractures: on behalf of the Evidence-Based Orthopaedic Trauma Working 
Group. Journal of Orthopaedic Trauma 19:504-507. 
http://dx.doi.org/10.1097/01.bot.0000172287.44278.ef 
 
  
 
